ABSTRACT
INTRODUCTION
Fetus papyraceous is defined as a compressed fetus, the mummified, parchment-like remains of a dead twin that is retained in-utero after intrauterine death in the second trimester. The incidence of fetus papyraceous has been reported to be 1 in 17,000 to 20,000 pregnancies. 1 It occurs in the setting of multiple gestation in the early second trimester, and the other fetus(es) continue to grow. When the fetus dies in early pregnancy, the amniotic fluid and placental tissue are absorbed and the fetus is compressed between the membranes with the coliving twin.
CASE REPORT
A 25 year-old 3rd gravida woman was admitted to the Taksim Education and Research Hospital at 39 gestational weeks with active travail. The patient had two normal previous obstetrical deliveries. For Subsequently, the patient was admitted into the delivery room, and the membranes ruptured spontaneously. The patient delivered a 3200 g fetus with a 1 minute Apgar score of 7 and a 5 minute Apgar score of 9. Appearance of the fetus was normal.
The placenta was delivered carefully. Inspection of the placenta showed one healthy placenta and umbilical cord of the healthy baby. The normal placenta weighted 375 g. A rudimentary cord was attached to the placenta with a compressed, mummified fetus that was identified as a fetus papyraceous (FP). The FP weight was nearly 200 g and measured 15 cm in length ( Figure 1 ). Thus, the pregnancy was diamniotic and dichorionic. No complications were observed in the postpartum period. Both mother and baby were discharged one day later. At six-month follow-up, no abnormalities were observed in the mother or baby.
DISCUSSION
FP is an uncommon condition seen 1 in 17,000 to 20,000 pregnancies. 1 It occurs in multiple gestation pregnancies, and the other fetus(es) continue to grow and are born healthy. FP is tiny, mummified, and parchment-like because the amniotic fluid and fluid content of the dead fetal tissue and placental tissue are absorbed, and the dead fetus is flattened and compressed between the membranes. FP is an uncommon finding in multiple gestation pregnancies. This condition can have adverse effects to both the mother and remaining fetus(es) during pregnancy. Diagnosis of FP is important to predict for future obstetric complications and to predict the risk of mortality and morbidity for the surviving fetus(es).
Prior to antenatal visits and use of ultrasound examination, the diagnosis of FP was only possible after delivery. The advent of real time ultrasound using the intravaginal probe permitted the diagnosis of multiple gestation as early as four weeks after conception. 1 In late second and third trimesters, it is not always possible to diagnose FP by ultrasound examination.
In our case we report a diamniotic and dichorionic pregnancy. 2 A study performed by Dickey, et al., investigated that the association between the number of fetuses and fetal demise. It has been seen that spontaneous reduction of one or more gestational sacs and or embryos occurred before the 12th week of gestation in 36% of twin, 53% of triplet, and 65% of quadruplet pregnancies. 3 In another study, fetal death at 20 weeks' gestation or later was rare, occurring in 2.6% of twin and 4.3% of triplet gestations. The data obtained from this study showed that the survival of the remaining fetuses was inversely related to the time of the first fetal demise, and an increased risk of fetal death was associated with monochorionic placenta, disproportionate sharing of placenta, and monozygosity. 
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Fetal death of the co-twin in the first trimester of pregnancy is a relatively common event; fetal death in the second trimester is rare and carries risks for the surviving fetus and the mother.
The rare complications of FP on the surviving twin include intrauterine growth restriction, congenital disorders, cord complications, pre-term labor and prematurity. The congenital disorder of multicystic encephalomalacia occurs in 20% of surviving co-twins and is a result of severe fetal hypotension and hypoxia, which contributes to the increased morbidity of the surviving twin. Another study in the literature showed that, the risk of serious cerebral impairment in the surviving twin following fetal death is about 20%. Also, the prevalence of cerebral palsy after fetal death of the cotwin is much more than that reported for the general twin population. The twin embolization syndrome is another serious complication that occurs in 25% of surviving twins after fetal demise of the co-twin. 5, 6, 7 Twin embolization syndrome can be a result of several events, including embolization of placental and fetal thromboplastins, the direct embolization of necrosed fragments of the placenta from the dead fetus, disseminated intravascular coagulation, or even infectious endarteritis. The emboli can damage the brain and kidneys; damage to other organ systems can result in central nervous system abnormalities like ventriculomegaly, porencephaly, cerebral atrophy, cystic encephalomalacia or microcephaly and extracranial abnormalities including small bowel atresia, gastroschisis, hydrothorax, aplasia cutis and renal cortical necrosis. 7 Dystocia is possible when the fetus papyraceous lies transversely in pelvis below the surviving twin. 8 During the delivery FP may lead to rare obstetrical complications like obstructed labor and delay or obstruction the placental delivery. 9 A tiny flattened fetus may be discovered within the membrane and/or in the placenta. It is important when searching for FP or other placental pathologies that inspection of the placenta is done carefully. In the case study presented herein, it was possible that any of these major and minor complications may have occurred, but none were observed. We believed that this case may be related with the death of the fetus in the early second trimester.
CONCLUSION
In conclusion, we report a case of FP with no maternal and fetal complications during pregnancy and the post-partum period. The etiology of the FP could not be explained. Routine ultrasound examination with better training and use of modern ultrasound machines with good resolution is important for detection of multiple gestations. This will allow the diagnosis of FP early in pregnancy and may prevent future obstetrical complications and reduce the risk of mortality and morbidity for the surviving fetus.
